 (Br HeartJ 1995;73:576-580) 
Each admitting consultant and unit sister was sent written details of the project and permission to conduct the census in their unit was obtained. Each unit was provided with a pack containing a poster, self-duplicating data collection forms, detailed instructions regarding definitions of terms and completion of the forms, and envelopes to return completed forms. Each sister was contacted before and during the census week to ensure understanding and full participation. From 0900 on 29 April 1992 to 0900 on 5 May 1992 each new patient "upon whom a cardiac monitor was placed" had a data collection sheet completed by the sister or senior staff nurse. Patients were questioned about their risk factor status and whether they were ever told that their cholesterol concentration or blood pressure was raised. Patients who had a parent or sibling with a history of angina or myocardial infarction were considered to have a family history of heart disease and those who had smoked any tobacco within the previous six months were considered to be current smokers.
Proven acute coronary heart disease (CHD) was defined as a case with objective evidence of myocardial infarction or unstable angina. Myocardial infarction was defined as cardiac pain at rest with either typical new Q waves or at least a twofold increase in cardiac enzymes. Unstable angina was defined as cardiac pain at rest with T wave changes on serial electrocardiogram with a less than twofold increase in cardiac enzymes.
Daily mortality was calculated using the life (18-4%) unstable angina. A further 107 patients in whom acute coronary heart disease was not suspected were admitted with "other cardiac" problems. The majority of these patients were admitted for management of arrhythmia. Twenty one patients (5 1 %) were readmitted to the unit during the survey week. A total of 224 beds were available in the 40 units, about one bed for 15 000 of the population. The mean number of beds for each unit was 5-6. On average 10-3 cases (range [3] [4] [5] [6] [7] [8] [9] [10] [11] [12] [13] [14] [15] [16] [17] [18] [19] were admitted to each unit during the survey week. The duration of stay of those patients discharged expressed as a mean (median) was: all patients 3-1 (2) days; myocardial infarction group 4-8 (4) days; and unstable angina group 2-8 (2) days. The majority were then transferred to recovery areas. received thrombolysis compared with 26-3% (10 of 38) in those with longer delay times (P = 0 155). Some 63-2% (12 of 19) of Dublin admission with delay times under 6 h received thrombolysis. In only six cases was thrombolysis administered in the accident and emergency department. None of the 38 patients with myocardial infarction given thrombolytic treatment died compared with 13 (18-3%) of the 71 who did not receive such treatment (P = 0O010).
Discussion
To our knowledge there are no other reports of the utilisation of coronary care facilities throughout a whole country over a predefined time period. The national census proved relatively easy to organise and administer and was received enthusiastically by participants. Some 56% of patients were suspected of having acute CHD on admission. Given that 17 units had combined CCU/ICU and that other acute cardiac problems were also admitted, this would seem an appropriate use of an expensive health resource. Subsequent investigation proved the initial diagnosis of acute CHD to be correct in 80% of cases. Our own units do not exclude patients on the basis of age and it is thought that few units nowadays do so. The mean age of patients admitted does not suggest an excessive burden of very elderly subjects ( Royal Infirmary within 2 h of the onset of symptoms.20 These delay times may be exaggerated by the fact that the time intervals were to the CCU/ICU as opposed to the accident and emergency department, but they remain a cause for concern. It is likely that education of the general public and physicians, improvements in the ambulance service, and provision of a "fast-track" admission system would reduce these delays. Further examination, however, of patient, physician, and ambulance response times, and means of transport to hospital is required.
Overall, thrombolytic treatment was given to one third of patients with confirmed myocardial infarction. This is greater than the percentage given such treatment in most large clinical trials.2' These data should be interpreted with caution as they relate to confirmed myocardial infarction rather than conventional criteria for thrombolysis. Nevertheless, the use of thrombolysis seems modest. This may in part reflect the relatively long delay times to admission. Only six patients received thrombolysis in the accident and emergency department; the number of departments operating a "fast-track" policy is not known.
We conclude that the utilisation of coronary care facilities in Ireland seems appropriate and that most initial diagnoses of acute CHD are correct. Mortality, at least in men, is low but it is likely that in view of the fairly long delay times to admission many patients die outside hospital. This national census highlights the need to reduce delay times and to increase the utilisation of thrombolytic treatment in patients with acute myocardial infarction. Many patients admitted to CCU already have sufficient information to allow risk factor modification. While the understanding and use of such information were not studied, there is likely to be considerable scope to intensify primary and secondary preventive efforts.
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